
eligibility  

or 

A. 	 In- and 'Ibisfunction consists of: the initial 
contact to provideinformation case management;
exploring the recipient1s receptivity to the case management 
process de- . .  that the recipient is a member of the 
provider's taryet& population; & identifying potentialpayors
for services. 

B. Assessment and -. duringthisphasetheCasemanager 
must secure directly, or indirectly through collateral sources, 

a determination of theWith the recipient’s permission nature and 
degree of the recipient's functionalimpairment through a medicdl 
evaluation; a determination of therecipient' s functional 

for
services; informatino from O t h e r  
agencies/individuals to identifythe barriers to care and 
existing gaps in requiredtoservice to the recipient; assessment of the 
recipient's sewice needs including medical social, psychosocial,
educational financial and other services; and a description of 
therecipient's strengths, i n fond  support system and 
environmental factors relativeto his/her care. 

C. 	 case management plan and coordination, the activities required to 
establish a comprehensive written case management plan and to 
effect the of thecoordination of services include: identification 
nature, amount, frequency, duration and cost of the case management
services required by a particular recipient; selection of the 
nature, amount, type, frequency and duration of services to be 

\ provided to the recipient with the participation of the recipient:
identification of the recipient1s informal Support network and 
providers of services; specification of thelong term and short 
term goals to be achieved throughthe case managementprocess;
collaborationwithhospitaldischargeplanners,health care 
providers and otherserviceproviders,including informal 
caregivers and other case managers. It also includes case 
conferences an exchangeof clinical informationwhich will assure: 

1. 	 the integration of clinical care plans throughout thecase 
marlaganent process; 

2. the continuityof senrice; 

3.  	 theavoidanceofduplication of serviceincluding case 
management services);and, 

4. 	 the establishment of a comprehensivecase management plan that 
addresses the interdisciplinaryneeds of the recipient. 


D. 	 Implementation of the case management plan. Implementation of the 
plan includes: securing theservicesdetermined in the case 
management plan to be appropriate for a particular recipient
through referral to those agencies to persons who are qualified 
to provide the identified services;assisting the recipient with 
referral and/or applicationform required for the amsition of 
services; advocating for the recipient with all providers of 
-ice; and developing alternative sexvicesto assure continuity
in the eventof senrice disruption. 
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E. 

F. 


G. 


1. 

recipient and case manager (or practitioner appropriate through

fora written assessment of the recipient's case management as 
well as medical, social psychosocial educational, financial and 
other services. 

An assessment provides verification of the recipients current 
functioning and continuing need forServices,theservice 
priorities and evaluation of the recipient's ability to benefit 
from such -ices. The assessment process includes , but is not 
limitedto, these activitieslisted in -graph B of case 
management functions 

An assessmentmust be completed bya case manager within 15 days Of 
the date of the referralor as specified in a referral agreement.
the referral for m i c e  may include a plan of care containing
significant information developed by the referral which 
should be included as an integral part of the case management plan. 

crisis intervention. Crisis intervention by a case manager or 
practitioner includeswhen necessary: assessment of the nature of 
the recipient1 s circumstances; determination of the recipient s 
emergency m i c e  needs; and, revisionof the case management plan,
including any changes in activities or objectives required to 
achieve the established
goal 


monitoring and followup the case manager is responsible for: 
assuring thatqualityservices, as identified in the case 
management plan,are delivered in a costconscious mer;assuring
the recipient's satisfaction with the servicesand, if theprovided
plan has been formulated bya practitioner advising the preparer of 
the case management plan of the findings collecting data and 
documenting the progress of the recipient in the case record; 
making necessary revisions to thecase management plan; raking
alternate arrangements when services have been denied or are 
unavailable to the recipient;and, assisting the recipient and/or
providerofservices to resolvedisagreements,questionsor 
problem- with implementationof the case management plan. 

counseling and exit planning. This function consistsof: assuring
that the recipient obtains, on an ongoing basis, the maximum 
hefit from the services received; developingsuppoort groups for 
the- -recipient, the recipients family and informal providers of 
services; mediatingamong tile recipient, the family network and/or
other informal providers of services when problem- with service 
provision occur facilitating the recipient's access to other 
appropriate care and when eligibility for them e t e d  services 

ceases; and, assisting the recipient
to anticipate the difficulties 
which may be encounter&subsequent to dischargefrom or admission 
to facilities or other programs, includingother case management 
programs 

assessments The case management process mustbe initiated by the 

as 
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@at& assessment of the recipient's nerd for case management
and other semi- must be caplet& by the case Tanager every six 
months or-sooner if required by changes in the recipient 1s 
a d t i o n  or circumstances 

2. 	 Case management plan. A written case management plan must be 
completed by the case manager for each recipient of case management
services w i t h i n  30 days of the date of referral or as specified in 
a referral agreement, and must  include, but is not .limited to, 
those activit ies outlined in paragram C under case 
functions 

The recipient's case management goals, with anticipated dates of 
completion, must be established in the initial case management
plan, consistent with the recipient's sewice needs and assessment. 

The case management plan must be reviewed and update by the case 
Tanager as required by changes in the recipient Is condition or
circumstances butnot less frequently than every six months 
subsequent to the initial plan. each time the case management
plan is reviewed the goals established in the initial case 
management plan must  be maintained or revised and new goals and 
new time frames may be established w i t h  the participation of the 
recipient. 

The case management plan must specify 

a. 	 activities which the recipient is t o  undertake 
w i t h i n  a given period of time toward the accomplishment of 
each case management goal; 

b. 	 the name of the person or agemy, including the individual 
and/or family members, who w i l l  perform needed tasks; 

c.the type of treatment program or service providers t o  which 
+&e recipient w i l l  be referred; 

d. 	 the method of provision and those activities to be performed 
by a service provider or other person t o  achieve the 
recipient s related goal and objective ; and 

e. 	 the type amount frequency, &.ration and cost of case 
management and other services to  be delivered or tasks t o  be 
performed 

3 .  	 continuity of service. case management semi- must be ongoing 
from the time therecipient is accept& by the case management 
agency for services t o  the timewhen the coordination of services 
provided through case management is not required or is no longer
required by the; recipient; the recipient moves from the social 
services district ; the long tam goal has reached; the 
recipient fuses t o  accept case management services; the recipient 
requeststhat his/her case be closed; the recipient is rn longer
eligible for semi-; or, the recipient's case is appropriately 
transferred t o  another case manager. 
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contact with the recipient or witha collateral source on the 
recipient's behalf must be maintained by the case manager at least 
monthly or more frequentlyas specified in the providers agreement

with the
New York State department of Social Services. 
* The criteria for discontinuance
by a particular entitywhen a 
client moves are inaccessibilityand the providers incapabilityto 
provide adequate senrim to someone removed from their usual 
senrice area. Although equally qualified, each rnentity is not 
capable of serving clients in all other parts of the S t a t e  since 
serving this clientele requires frequent contact and an intimate 
knowledge of the support system in the client'scommunity the 
current case manager is responsible to help transition clientsto 
case managers in their new location or, if a program is not 
available, to the best SubsitUte. clientsare free to choose among
qualified providers within the State. 

!ID the provision OF MEDICAID CASE SERVICES 

Case management servicesmust  Et: 

1. 	 be utilized to restrict the choice of a case managanent
services recipient to medical care or services from any

-provider participating inthe Medical Assistance Program who 
is qualified to provide such care or services and who 
undertakes to provide such care or service( s )  , including an 
organization which provides such care or sewices or which 
arranges for the delivery of such care or services on a 
prepayment basis; 

2. 	 duplicate case management services currently provided under 
the medical Assistance program or under any other program 

3 .  be utilized by providers case management tocreate a denand 
for unnecessary servicesorprogramsparticularlythose 

theirservices or programs within scope of authority 

4. 	 be providedto persons receiving institutional care 
reimbursed under the Medical Assistance program or to persons
in receipt of case managanent servicesunder a federal Home 
and community Based Services waiver. 

of s e a r s  accessWhile the activitiescase management services 
to an individual's needed service, the activities of case 
management 20 not include 

1. the actual provision of the semi=; 


2. medicaid eligibilitydeterminations/redeterminations; 

3 .  Medicaid preadmission screening 



.~ .~prior authorization for Medimid senria=; 

requires Medicaid utilization review; 

E P S ~a m t i o n ;  

4. 

5. 


6. 


7. 


8 .  

9. 
 client cut read^ cansidered for the proper abd 
efficient administration of theMedicaid State Plan. 

Aminimum of monthly case contact w i l l  be required in all cases 
w i t h  the following exception. For persons residing with their families, 
the required monthly contact may be waived, w i t h  a minimum of quarterly 
contact maintenance instead, where: 

1. ' the client is a child who attends a residential school during 
the school term abd requires comprehensive sewice only part 
of the year, or 

2. 	 the family has requested less frequent contact and the case 
manager has determined that this is appropriate. 

1. Providers 


Case management 6 services m y  be provided by socialservices 
agencies, facil i t ies,  persons and other groups possessing the 
capability t o  provide such services, who are appoved by the New 
York State Commissioner of Social Services based upon an approved
proposal submitted to  the New York State Department of Social 
Services.Providers may include: 



-- 

The case manager must  have t w o  years experience in a 
substantial number of activities outlined under case 
functions including the performance of assessments and development
of care managerent plans. voluntary or part time experiencewhich 
can be verifiedwill be acceptedon a pro-rata basis. The 
following may be substituted fort h i s  requirement 

a. 	 one year of case management experience and a degree in a 
health or human services field;or 


b. 	 one year of case management experienceand an additional year
of experiencein other activities with the taryet population; 
or 

a bachelor's or master's degree which includes a practicum
encompassing a substantidl numberof activities outlined under 
case functions including the performance of 
assessmentsand development ofcase managmat plans; or 

d. the individual meets the regulatory requirements for case 
manager of a State Department within New York State. 

Providers of comprehensive Medicaid
Case management to 
developentally disabled persons in Target Group  I IB"  shall 
only be the borough/district Developmental Services Offices 
(B/DDSO) of OMRDD and voluntary non profit agencies and 
organizations authorizedby CNEED as O?C$&MRDD providers, and 
identified by CMFUID to SES. 

2. casemanagers 

Case managers serving Taryet group "B1' must meet the 
minimum qualifications described above. 
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F. 	 The Sta t e  assures that the provision of case management s i ?  w i l l  
not restrict an individual's free choice of providers in violation of 
d o n  1902(a)(23) of the Act. 

1. 	 Eligible recipients w i l l  have free choice of the providers of case 
management services. 

2 .  	 Eligible recipients will have � r n  choice of the providers of other 
medical can? under the plan. 

payment for case management sexvies under the plan does not duplicate 
payments made to public agencies or 'privateentities under other program 
authorities for this saw purpose. 

\ 

1 



. , 
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?his target group consists of any categorically needy or  medically 
needy individual who meets one or more of the following criteria: 

1. All HIV infected persons; 

3. 	 All high risk individualsfora temporary period of time not to 
a c e d  6 months w i t h  transition to another appropriate case 
management program forindividuals who are HIV negative or 
continued unknown status. highriskindividualsasthetermis
usedintheexpandedtargetgroupcaidscmcmpopulationare those 
individuals who are members of the following category: 

M a  who have sex w i t h  men @EM), substance abusers, persons
w i t h  history of sexually transmitted diseases sex workers 
bisexual individuals,sexuallyactive adolescents engaging in 
-sex, andpersonswhoengage in unprotected = 

--with HIV+ or high risk individuals. 

Family members and coresidents (ie. collaterals) of the above 
targeted index clients may also receive case management services as 
necessary, to allow for the provision of necessary cam and 
services to the targeted individual semi- for case collaterals 
shall be amsidered as one family unit inthecasemanager's 
caseload. Separate assessments and sewice plans are not required
for collaterals, but may be incorporated into the case rema of 
the primary client. collaterals may have services arranged for by
the case provider case management services for 
collaterals shouldbe limitedto issuesthat direct ly  affect the 
care of and services to  the primary client. 

he clients targeted thisproposal face am- barriers to 
I . caresuchascontinuing drug and alcohol use, and their associated 

medical and social problems domestic violence, mistrust of Weal 
care and other services fear of losing their children to foster 
care, fear of HIV infection and its -, lack of 
transportation andday care services and lack of support i n  
a m - care for their sexual partner -or coresidents These 
barriers tocare canbe overcome by the persistent efforts of 
indigenous community follow-up workers in cooperation w i t h  case managers. these workers nust have special skills and strengths to 
deal with these problems to w i n  the trust and confidence of their 
clients in 0- to motivate them to retun to c a m  and to be 
continuously monitored thereafter. the magnitude of the effort 
requiredtoaccomplishthis exceeds the capabilities of existing
institutional band and communitycasemanagers andrequiredthe 
extensive frequent personal amtact possible through an intensive 
case management program under comprehensive medicaid case 
Management. 
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B. 


C. 

willonlybeprovidedtothoseindividualswhomeetoneor 
criteria set forth in Section A, Target -, of this 

D. 


case management is a multi-step process comprised of the following
activities: 

-
1. intake 
2. Assessment 
3. Initial Que Plan development 
4. Initial care Plan implementation .. 
5. 
6. care Plan update 
7 .  Care Plan update implementation 
8. Monitoring 
9. crisis Intervention Activities 
10. termination/case Disposition Activities 
11. 	 Client advocacy interagency coordination systems 

development Activities 
u. supervisory Review/Case conferencing 

The sections below describe the specific functions in detail. 

1. &&&e 
os8 manager should collect identify- information 

concerning the client, family, care givers and info& supports
including the intake elements required on forms developedor 
approvedbythe S t a t e  department of Health. A list of family
members coresidents and children not currently living a t  ham 
should be recorded including identification of the primary
caregiver, primary contacts and legal guardians) of the 
child(ren).Client consent to case managerrent, including home 
visitation, case conferencing,service acquisition an3 registration 
procedures should be wined and doamen- in the case records. 


